MISSOURI D

CEPARTMENT OF PUBLIGC HEALTH AND WELFARE h I o 31

ST 'I'E FILE NUMBI
Registration District No, , i istration District. No. _-.I_Le.é" Ragistrar’s No.
Do "or m'ﬁ o el g ¥ bt 4 . aue e e s ——— e ——— -
'ON THIS $TUB AMENDED , A 1= Q._LS;?_
1. PLACE ﬁ HEED JUI‘ 2. USUAL RESIDENCE (Where deceased lived. If inmhmon. Rosidence before

a. COUNTY .. STAT b. COUNTY admissiol
Jackson Missourd Jgckson tmsion)
b. CITY (If autside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY ~ Inside Limits

ToWwN  Kn.nsas City 65 Yrs om Kansas Clty Yes Bt No O

i FULL NAME OF (If NOT in hospital, give location) inside Limlts d, STREET (I cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS = 2

INSTITUTION Kj_ng g Nurs j_ng Home Yas? No [ 2737 Park Ave. Yes J Nogd
. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor

5. SEX 6. COLORORRACE | 7. Memried [3 Never Married [] [B. DATE OF BIRTH [ 9. AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR

Female Negro Widowed £] rereed O 16 /28 /81 81 Yrg |M™]| ™ || M-
10a. USUAL OCCUPATION (Give kind of wnr_k-dope 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and -state or country) | 12. CITIZEN OF WHAT CQgNTRY
durin st of worki ife, aven if retired)
ousewife —————————— Washlngton, D. C, U, S, A.
13a. FATHER'S NAME : 13b. MOTHER'S MAIDEN NAME - 14, NAME OF HUSBAND-Efr WIPE

John Clark Maria Cornell Thomas C, Unthanl '

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |17, INFORMANT Address
[Yes, no, or unlmown) {if yes, give war or dates of service)

no rrery y 2 C Mo
16. CAUSE OF DEATH (Enter only one cause per line i h oo -INTERVAL-BETWEEN - -

PART §. DEATH WAS CAUSED.BY:. | . - . ) ONSET AND DEATH
IMMEDIATE cAUsE (n  Generalized Arterio Sclerosis

V§ 300
Rev. 4759

DATE AMENDED

GOCUMENT

which gave rise to
above cause (a),
stating. the "w -
lying  cause last

Conditions, If anv,l ouETob) _ Senility 4 weelw

DUE 70 (<)

PART 1l. OTHER SIGNIFICANY CONDITIONS CONTRIBUTING ‘TO DEATH but ‘not relsted to the Yerminal PART i, ¥ deceased was female was
disease condition given in PART 1 (o) there a pregnlncy in lest 90 days.

I[]Ygsl E]NoIDUn!&nm

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
PERFORMED? =] 3] u}
YES[] NOO

20c. TIME OF Hour Month, Day, Year
INJURY. - a.m,
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY. (e.g., in or about home, | 20f, CITY, TOWN, ‘OR LOCATICN ’ COU.NTY
WHILE AT WORK Q farm, factory, street, office bidg., etc.) i :

NOT WHILE AT WORK [] |
H-30-63

21. | attended. the decess fmm 11-2"62 to, $§-30-65 and last-saw :Im alive on
Dulh_ occurred at . ] _DS A m on the date stated sbove, and to the best of my klwwlndgn from the causes stated.

22a. SIGNATURE i (Degres or title) 22b. ADDRESS 22c. DATE SIGNED
"" 2 LA el 27 é ) ] 1433 E. 19th St. 5=81=63
BUR . %AME OF CEMET R CREMATORY 23d. LOCATION [City, fown, or county) {State}

23 REMOVAL (Specify) .
’ etgn¥ Kansas City Missouri

24. FUE;’?A%DIRECTOR ADDRESS H.‘ gh1 and _ZCS.BI;RTE RECD. LOCAL REG. 24. REW'S SIGN;TURE e,

Mrs, Meek! _ $5-3/-63 w
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MEDICAL CERTIFICATION

USE BLACK .INK
OR
TYPEWRITER RIBBON

SHOULD READ
C. Turner

BY AFFIDAVIT OF

ITEM NO.




[ a— -

STATEMENT. BY LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side-of this certificate was embalmed by me,

or by _ Student Embalmer No.

working under my personal supervision. . ‘
; . y |
Student ' . Signed‘MMM@w

‘Signature of Student Embalmer —
Licensed Embalmer No- -é 0 / 5

.P.C Address _/’k/ Q’ W é

MNofe: The above MUST BE SIGNED BY THE UCENSED EMBALMER m h|s OWN HANDWRITING (Failurg to comply
with the. above.constitutes grounds for revocanon of license).’ i .

If embalmed by a STUDENT, he alse shall sign in his OWN handwrlhng

If this body is not qmbalmed fact should be.so stated above.

“ PR




